determined. Dr Rimmer then reported results obtained using the technique on 8 chronic granulocytic leukaemics compared with 8 matched controls. In spite of an enormous difference in whole blood white cell count between the groups (147x109 vs 6.6x109/1), there was no difference in the retinal leukocyte velocity (0.53±0.26 and 0.46±0.14 mm/s). This result is clearly at variance with the nail bed blood flow data of Dr Tooke, discussed above, but it might be explained by a reduced leukocrit in the retinal blood compared to peripheral blood due to skimming. It is significant here that the number of leukocytes perceived entoptically was greater in the patients than in the controls, but only by about a factor of 2 while the whole blood white cell count was different by a factor of over 20.
An unusual problem was raised by Dr M R Cross (HDRF, Fort Bovisand, Plymouth). Commercial divers frequently suffer from asceptic necrosis ofbone, longterm neurological damage and sensorineural hearing loss. The many potential explanations of the causes of these pathologies have proven to be unsatisfactory, and the possibility of a haemorheological involvement has been raised. Hence Dr Cross had been investigating the effect of elevated ambient pressure on the microfilterability of blood cells to see if high pressure alters cellular deformability. Using both white cell-depleted erythrocyte suspensions and pure granulocyte suspensions, he had shown that substantial decreases in the filterability of both occurred after some hours at 2.5 atmospheres in air. However, the more interesting finding was that on returning the cells to normal single atmospheric pressure the erythrocytes behaved normally, while the granulocytes retained their diminished deformability. He hypothesized that the rheological effects of this continued reduction in deformability of the granulocytes may provide an explanation of some of the disturbances seen in the commercial diving population.
It was clear from this meeting that the white blood cell has finally come in from the cold as far as haemorheology is concerned. There is much still to be learned of the leukocyte mechanics and haemorheological effects, but it is a measure ofthe maturity of the subject of haemorheology, and its associated technology, that so much has been learned so quickly. This further meeting in an interesting series featured three speialized speakers, each of whom stayed within his or her statistical field. The result was an informative evening but not one addressing itselfto broader ethical issues or leading to many general conclusions. Dr Mildred Blaxter, of Cambridge University Psychiatry Department, offered confirmatory evidence of the already well known fact that good health is unevenly distributed in present day Britain, being influenced by age, geographical situation, and, most of all, by social class.
M W Rampling
She pointed out that the phrase 'inequalities in health' is unsatisfactory since such 'unfairness' might be regarded as part and parcel ofthe human condition, but she opined that we can still attempt to identify such inequalities as are unjust, extreme, avoidable or curable. Health is in any case, a subjective concept, hard to measure, but she and colleagues had confronted this problem in one survey of 9000 people by using self-reporting techniques backed up by reports from a visiting nurse. Health is also multidimensional, and so for the purpose ofthe survey four separate dimensions had been assessed: disease, experienced illness, psychosocial well being and physiological fitness.
There were no great surprises. Socioeconomic determinants emerged as paramount; by any measure of social position the lowest had the worst health record and the gap between worst and best widened with age. The class-determinant was strong enough to outweigh other factors which might have been supposed to be countervailingfor example, manual labourers doing 'healthy' outdoor work still had worse health than sedentary workers, and this remained true even when the sedentary worker smoked and the manual worker did not. Class also appeared to rule the fact that town dwellers tended to rate worse than those living in the country and northerners worse than those in the south. The women regularly perceived more illness than the men, but it was not clear whether this was also born out objectively.
Dr M J Wadsworth, Director ofthe MRC National Survey of Health and Medicine, took the matter a stage further in examining some apparent interreactions between social origins, subsequent social development and health rating. His thesis was that we all start life with a health 'stock' derived from our genetic endowment and the immediate family circumstances but that this can be augmented or depleted by subsequent mode of life. He made a useful comparison with the field of education and intellectual achievement. His point of reference was the longtitudinal survey of 5500 children born in one week in 1946, evidence from which, after 1957, had had a considerable part to play in the abolition of the 11 + examination. Similarly, he said, the children in the group from working class homes had seemed to suffer from an inequality of opportunity to be healthy.
His suggested explanations for this ranged from the 'critical period' theory of physical and psychological development, genetic endowment, poor dietary and exercise (or rather non-exercise) habits laid down in childhood, family perception and uptake of opportunity (or failure to do so) and finally the provision of appropriate education services. He found that parental interest in children's well being was by far the most powerful predictor for subsequent health, since this covered a whole range of circumstances from the mother's diet in pregnancy to the family's willingness to avail themselves of such amenities and chances for their children as nursery schools. He was in favour of better countrywide distribution of the latter, but conceded that any offilcial attempt to reform habits had to take into account a continuity of aspiration, local customs, etc., running persistently through the generations.
The third speaker, Nicholas Mays, of the Department of Community Medicine at St Thomas's Hospital, confined himself to a discussion of the aims underpinning the Resources Allocation Working Party (RAWP) and the current effects ofits recommendations. While his r6sume was incisive and informative, as far as it went, there were those present who felt that its tendency was to view 'inequalities' only in terms of geographical provision and that such an approach did not seem entirely adequate to such a very complex topic.
He spoke with some asperity of the 'constant moaning' about RAWP's re-allocationary aims, and pointed out that, in 1976, the year before the Working Party was set up, the inequalities of distribution round the country were roughly in inverse ratio to local needsthe usual 'north-south' divide. RAWP was committed to 'equal access to health care for people at equal risk' and to more capitation based finance. He said that, in his view, RAWP had been fairly successful over the past 9 years in giving fairer shares to the regions and that, for example, our current geographical distribution of medical resources was much less unequal than that of France. The Thames Regions were annoyed that, particularly since 1985, they had been losing out, but this was inevitable given the traditional concentration of medical provision in that small area. His view was that currently inequalities are worse at the subregional level rather than the inter-regional one, and that if this were to be adjusted further there must be further reductions in beds and services in over-target areas with subsequent critical debate about, for example, the funding of teaching hospitals. He conceded that management problems had become particularly acute in London, since the redistribution picture was complicated by underfunding, attempts to shift to community based care and also greater intensity of activity in hospital -this last being explained by the fact that though numbers ofbeds are reduced, the number ofconsultants remains the same.
Mr Mays went on to enumerate the theoretical solutions to the redistribution problem. Levelling-up all areas to standards of best provision, the Utopian solution, would require an estimated threefold increase in the NHS budget. Bridging financial arrangements would oil the wheels of change but there was the risk that, in the process, the actual aims of RAWP would get abandoned. (This in itself might be regarded as another option.) A fourth solution might be to increase patient flows, with the health authorities acting as brokers to satellite regions. Another version of this, and the one most actively debated at present, is crosschargingthe 'internal market model' -with patients being moved around the country rather than services, but the extent to which this had already been tried had, said Mr Mays, revealed a number of problems: it interferes with the freedom ofreferral, local services decay, patients and their families incur substantial travel expenses, etc. In any case how is the system essentially presumed to workdo the more affluent districts sell their services to the less affluent and, if the latter can afford to buy, why don't they use the same money to set up their own services?
He went on to describe his own preferred option, 'strategic planning of equity'. This would use RAWP as a basis but would face the need to take bold decisions on, for example, the siting of hospitals and how many teaching hospitals and consultants we actually require: the existing uneven network has grown up for historical reasons many of which are irrelevant to the present context. He added that a further solution would be to abandon any notion of equity and attempt to fund the existing pattern, as we always have done, on the grounds that we should not deny care in one place in order to increase it in another and that explicit rationing is morally undesirable and out of keeping with the traditions of the Health Service. He would himself, he said, be reluctant to see RAWP abandoned, because it constitutes a unique attempt to apply rational, objective criteria to a centuries' old accretion.
At question time, most speakers from the floor seemed to feel that the issues were wider than Mr Mays, in particular, had suggested. A neurologist commented 'RAWP is intellectually correct, but one is trying to reverse history and an industrial revolution in a decade.' There was some debate on the feasibility or otherwise of expecting ambitious consultants to work in less attractive and more remote parts of the country. The question of inequality due to variation in standards of care between one hospital and another was raised, and all the speakers agreed that there were considerable discrepancies in outcome between comparable institutions but that traditionally medicine had not applied itself to estimating these. 
